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Türk Kardiyol Dern Arş -Arch Turk Soc Cardiol 2013; 41(5):458 doi: 10.5543/tkda.2013.36699 A previously healthy 14-year-old male presented to our emergency department with the complaint of palpitation of two hours' duration. His 12-lead ECG showed a regular wide QRS tachycardia with left bundle branch block morphology. The initial diagnosis was ventricular tachycardia, and successful cardioversion was performed with intravenous lidocaine infusion. Follow-up ECG showed right bundle branch block with T wave inversions in leads V1 through V4 and presence of epsilon waves in leads V1 and V3. In the right precordial leads, duration of QRS complexes was 120 ms, and the terminal activation duration was 60 ms (Fig. A) . Transthoracic echocardiography revealed markedly dilated right ventricle cavity with global hypokinesia and presence of a mobile thrombus measuring 1.9 x 1.8 cm in the right ventricular apex (Fig. B , Video 1*). These findings were compatible with arrhythmogenic right ventricular dysplasia (ARVD) complicated by thrombus formation. Enoxaparin 1mg/kg subcutaneously every 12 hours was initiated, and oral warfarin 5 mg/day was started the following day. The diagnosis was confirmed by magnetic resonance imaging (Fig. C) . On the fifth day of hospitalization, follow-up echocardiography showed complete dissolution of the thrombus (Fig. D) . An implantable cardioverter defibrillator (ICD) was implanted without any thromboembolic complications, and the patient was discharged on warfarin therapy. Thromboembolic complications are rare in ARVD cases. Nevertheless, a detailed echocardiographic examination of the right ventricle should be performed in all cases, especially if an intracardiac procedure such as endocardial ICD implantation is planned. 
